Goitre — With an Analysis of One Hundred Operated Cases by Rowley, A. M.
trouble. This number I believe to be rather a
conservative estimate for if we include any of
the doubtful cases we should have a much larger
percentage. How many of these cases could
have been prevented by more efficient obstetrics
and more frequent resort to Caesarean section
I am not ready to say.
Since most of the cases gave a history of un-
duly prolonged labor followed by the use of
forceps it is impossible to say just what caused
most of the damage,—the too prolonged pres-
sure of the foetal head against the maternal soft
parts, or the direct trauma of the forceps.
Careful and wise interference is very likely
the wisest course in the vast majority of cases,
but let us remember that just a little extra pull
or turn may add another hopeless cripple or
idiot to the community, and let us remember,
furthermore, that when there is damage done,
uot to add insult to injury by minimizing its
effects but rather warn the parents and advise
them to institute treatment immediately, before
undesirable complications have set in.
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GOITRE\p=m-\WITH AN ANALYSIS OF ONE
HUNDRED OPERATED CASES.*
BY A. M. Rowley, M.D., Hartford, Conn.
Of the glands that compose the endocrin sys-
tem the thyroid, today, is perhaps the best un-
derstood, and working in harmony with the
other ductless organs functionates efficiently
to control the metabolism of the body, but when
perverted in its action, causes a train of symp-
toms that has been studied by observers for
nearly a century and one half.
William S. Halsted, in the Johns Hopkins
Hospital report of 1920, has written a most ex-
haustive article upon the historical observations
of goitre from the earliest writers down to the
present day, including such surgeons as
Hedenus, who, in 1821, successfully operated
six goitres. Thence tracing the progress, by the
observations and works of Victor Von Bruns,
Theodorus Billroth, Von Mikulicz, Von Eisels-
berg and through the time of Theodor Kocher,
who did so much in the standardization of the
operation upon the strumous gland, ending his
paper with a description of the Halsted opera-
tion, which is, and will remain, a classical pro-
cedure of sub-total bilobectomy.
Goitre is not a common phenomena along the
Atlantic Seaboard, which accounts for the rela-
tive rareness of cases treated by the Eastern
physicians.
In the series of one hundred operated cases
which I report for analysis, I found but one in-
stance in which goitre in a child was correspond-
ent to one in the parent ; thus heredity in this
locality seems to play a minor role in its pro-
duction.
Many observers of today are explaining its
etiology by association with some autogenous
focal infection, but in this series I was unable
to find any such correlation, although in several.
instances the association was present, and this
particularly in the younger subjects. In several
cases, tonsillectomies and other operative pro-
cedures were performed to rid the patient of
any local infection without improvement, either
in the size or symptoms resulting from an over-
active thyroid.
There was no correlation between occupation
and goitre, but this was apparent between sex
and goitre; there being ninety-one females to
nine males. The evidence of the intimate as-
sociation of the thyroid gland with the repro-
ductive organs of the female was very striking.
It is not infrequent for hypertrophy of the
gland at puberty, which produces the so-called
goitre of adolescence, also the hypertrophy oc-
casioned by pregnancy, when once begun, not to
cease and the subsequent atrophy not to take
place, leaving the gland abnormally large or
over-active. In this series of cases, fourteen
followed excessive hypertrophy at adolescence
and eight at pregnancy; thus in these cases it
is fair to presume, that the exciting cause of the
over activity of the gland was due to some tem-
porary change in the function of the reproduc-
tive organs, either in the ovaries or uterus,
which must be considered as belonging to the
endocrin system. What the association may be
between these organs has not been, as I know,
propounded, but it is evidently the call of one
system upon the other to help keep the endocrin
balance, and, as often happens, over stimulation
leads to perversion and the result is an over ac-
tive gland.
Five cases had lived for a considerable length
of time in well known goitre districts. No
*Read before the New England Surgical Society, October 7, 1920.
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etiology could be found in the remaining
number.
The youngest of this series operated was a
child of twelve and one-half. The oldest was
sixty-six years of age. There were twenty in
the teens, thirty-nine in the twenties, twenty-
one in the thirties, fourteen in the forties, five
in the fifties, and one in the sixties. The pa-
tient of twelve and one-half years was a Hebrew
child. Her mother said, she had had a goitre
since she was nine, that it was growing, and for
the last year she had become quite nervous. The
pathological report showed the gland to be of
the parenchematous hyper-plastic type.
The oldest patient of sixty-six had an ade-
nomatous toxic type. The average length of
time for developing goitre was three years and
nine months. The longest was twenty years.
This gland was unilaterally enlarged from a
large cyst. The shortest time was three months
and of the exophthalmic type.
The varieties of goitre were forty-seven non-
toxic and fifty-three toxic, eighteen being ex-
ophthalmic and thirty-five adenomatous. No
tuberculous or carcinomatous goitres were met
with in this series.
Seven goitres of the sub-sternal variety were
found, all of them being associated with the
enlargement of either one or the other lateral
cervical lobes. Hoarseness, resulting from a
partial paresis of either one or the other vocal
cords, was present in only four per cent, of
these cases, this percentage being relatively
smaller than that reported from many of the
larger clinics.
The various symptoms of the toxic patients
were those referable to the eye, exophthalmos
occurring in one-third of the cases, generally
associated with the usual accompanying signs,
Stellwag 's, Von Graefe's, and others. Aschner's
phenomenon, which is to me the most interest-
ing of all, and consists of slowing of the pulse
rate by pressure on the eyeballs, was observed
in ten per cent, of the cases, gentle pressure im-
mediately reducing the pulse rate from fifteen
to twenty beats per minute. This symptom is
accounted for by the hypertonicity of the sym-
pathetic nerves acting through the vagus. It
has been my observation that it can be elicited
only when the patient is in an excitable condi-
tion, at which time the pulse rate is higher than
the patient generally carries, and I have not
been able to obtain it after a few days' rest in
bed or after the administration of one of the
sedatives. The local signs were hypertrophy in
all cases, in some, however, quite slight. The
nervous symptoms were mental, shown by irri-
tability. Those referable to the sympathetic
system, such as tremor and vasamotor disturb-
ances of the skin, as flushing and hot flashing,
and the vagal, tachycardia with palpitation dur-
ing excitement or exercise and stomatic flatu-
lency ; secondary heart and kidney lesions were
present in several of the long-standing toxemias.
Loss of weight, due to increased metabolism
was a constant symptom. Recently, attempts
have been made to register the basal metabolism
of toxemias. There is no question that when
properly and carefully done, it is a refined
method, and an almost exact one, of determin-
ing the status of the patient as regards his tox-
emia, also in questionable cases to differentiate
the toxic type of thyroid from the focal in-
fections. It should correspond, however, very
closely to the clinical inventory when carefully
taken.
Excitement and exercise are the two factors
most prominent in producing rapid stimulation
of the gland and it has been my observation
that frequently, in cases where hyperthyroidism
is not suspected, the pulse rate during the ad-
ministration of ether shows a poor thyroid
balance.
The treatment of this series of cases was ul-
timately operative. Medical treatment of the
toxic variety should be preparatory to surgery.
To condemn a young individual who has all the
ambitions and desires of youth to forego most
of the pleasures she should enjoy at her age,
to lead a life of quietude, avoiding excitement
and exercise and be under the care of an intern-
ist who constantly prescribes one of the many
sedatives, is unjustifiable, when surgical inter-
ference in the early stage of the disease is a
safe and curative treatment. Too much stress,
however, cannot be laid on the pre-operative
treatment and care of the toxic patients. Avoid-
ance of excitement, and rest, that completely in
a prone position, and at times quite prolonged,
is very necessary, together with the use of seda-
tives, such as the bromides or small doses of
luminol, which acts so charmingly with many
patients. This is of great importance if the
operative mortality is to be kept low; also
much attention in the long standing toxic cases
must be given to the improvement of the condi-
tion of the heart and kidneys, and only when
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the metabolic curve is at its lowest point should
an operation be considered.
We have been liberal in the pre-operative
use of morphine and atropin. A hypodermic is
usually given immediately following the morn-
ing pre-operative enema, at which time the pa-
tient generally suspects that she is to be oper-
ated, especially so, if her breakfast has been
omitted. A second hypodermic is generally
given preceding her entrance to the operating
room. In cases of bad heart lesions, either a
severe valve leakage or myocarditis, with a high
pulse rate, a post-operative auricular fibrillation
may occur, as happened in two of our operative
cases; here the preliminary treatment by one
or two dram doses of a standard tincture of
digitalis is of great importance.
My experience with the use of radium and
the x-ray is limited. Some roentgenologists are
reporting favorable results from exposure of the
toxic cases as checked up by the caloric test. It
is hoped that further experimentation will be car-
ried on and that good results will follow. There
is danger, in exposure to the rays, of producing
a fibrosis or peri-capsular adhesions, which may
handicap the operator if too long time
elapses between the treatment and operation. It
is a tendency of the surgeon to put too much
burden upon the roentgenologist. Surgeons and
physicians try radium generally as the last re-
sort in terminal cases, and it is a wonder that
it still has such a good repute. If it is found
efficacious in lessening the toxemia in the very
severe cases, it will be of great aid in the pre-
operative treatment.
In this series, fifteen were ligated and subse-
quently had the more serious operation. All
but one of these cases were ligated under novo-
caine, the other under ether. The average
length of time between ligation and lobeetomy
was eight months plus. A very high overage,
because of two waiting twenty-two and twenty-
three months, respectively, during my absence
from private practice. Leaving these two out,
the average was four months. In all cases, bi-
polar ligation was done.
In the operation of lobeetomy, as in many
others, the question arises, what type of anaes-
thetic is the best to employ. I believe it is a
controversy that will not be easily settled, but
it is safe to say that novocaine, associated with
morphine, when used in the hands of skillful
operators, who have the entire confidence of
their patients, is the safest. Ligation nearly
always can be done under its influence, and
much of the operation, and in some cases the
entire operation, of bilobectomy. Generally, in
the removal of the gland, the local anaesthetic
has to be augmented, either with gas or with
ether. The operative technique followed in this
series was practically that used by Halsted, with
the exception that, with a goitre of any consid-
erable size, the muscles covering the gland were
cut. This certainly makes for ease and rapidity
at operation, and I have never seen any bad re-
sults follow their severance. Metal skin clips
allow one to get a closer approximation of the
skin edges, following a sub-cuticular platysma
suture, than any other method of closure. The
clips may be removed on the second day, and the
result is a fine linear scar.
The amount of gland tissue removed must de-
pend on its size and the degree of toxemia
present. Just how much should be removed
must, of necessity, be left to the judgment of
the individual operator in each case.
In this series, one toxic case had a recurrence
of symptoms and hypertrophy of the remaining
tissue. In another, too much gland was removed
and there was a thyroid privation. Small doses
of thyroid have been administered to her over
a period of two years and under its use she is
perfectly well. The other case was re-operated
and is now well.
It has been our custom to use rubber tissue
drainage for the first twenty-four hours. Many
of the cases have developed serum in the wound
which had to be evacuated for a few days. In
the sub-sternal type, prolonged drainage inter-
feres with the healing of the cavity which must
be by blood clot. In no case have we had a pyo-
genic infection of the wound.
The immediate post-operative treatment con-
sisted in filling the circulation with fluids, en-
couraging the intake of water, especially if there
was a post-operative toxemia. In our group,
morphine and atropin were given for the first
thirty-six hours; morphine lessens the desire to
cough and, with atropin, tends to keep the
laryngeal mucosa dry.
Post-operative complications have been, in
two cases, pneumonia, one of an abortive type,
the other of the true lobar eight-day type. It
is of the utmost importance to exclude, in goitre
cases, an acute nasal or upper respiratory in-
fection before operating, because of this post-
operative danger. Aphonia was observed in two
cases, in one persisting for four months, the
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other clearing early. Two of our cases suffered
from mild tetany, calcium was administered
and both cleared.
The post-operative result was a morbidity of
ten days, that being the average stay in the hos-
pital, and from one to two months of rest in
toxic cases, before they rer.ume their vocation.
The mortality was one per cent, or one case
died in the series reported.
The operative results, in the toxic cases, were
marked lowering of the pulse rate within two
"weeks following lobeetomy, gradual increase of
weight, and lessening of the exophthalmos and
eye symptoms, the maximum benefit occurring
at the end of one year. In only two cases of
goitre in the last three years, were the symptoms
of toxemia so advanced that no operative pro-
cedure for relief could be attempted. A small
percentage of cases will have a recurrence of
symptoms, because the surgeon under estimates
the amount of giand to be removed, or the blood
supply is not sufficiently shut off from the re-
maining tissue. These cases may be re-operated
with safety, and they will be fewer and fewer,
as the surgeon improves his technique, gains in
experience at the operating table and in watch-
ing his operative results.
ON THE SEVERELY BUT NOT TOTALLY
DISABLED IN INDUSTRY, WITH
SPECIAL REFERENCE TO THE ONE\x=req-\
ARMED.*
BY Leo Eloesser, M.D., San Francisco, Calif.,
Associate Clinical Professor of Surgery, StanfordUniversity.
An artisan or manual laborer who has suf-
fered the loss of an arm is a type of the work-
man severely, but not totally disabled. The
difficulties that arise in adjudicating his com-
pensation apply to almost all severely but not
totally incapacitated insurance carriers. The
diminution of his wage-earning capacity will
vary greatly, according to his occupation; its
impairment will be in inverse ratio to his in-
telligence and energy.
A man whose calling requires no manual exer-
tion or dexterity : a merchant, accountant, or
lawyer, will not earn less because he has lost an
arm. The more a man has to depend on the work
of his two hands, rather than on his brain, for
getting a living, the greater will be his loss.
Here we encounter the greatest difficulty in
proper adjustment of compensation. To com-
pensate a stock and bond salesman for the loss
of an arm, when his injury diminishes his earn-
ing capacity not at all, is manifestly an economic
injustice. It would be still more unfair to com-
pensate an injured section hand, dependent en-
tirely upon the use of his two arms, but earn-
ing a low wage, with a smaller sum than a high-
salaried salesman, whose wage-earning capacity
is unimpaired. This injustice is inherent to a
system whereby the rate of compensation is
based upon the wage alone, without taking into
account the relation between the injured man's
occupation and his injury.
The section hand who. loses an arm is entirely
incapacitated for manual labor. His intelli-
gence is probably low ; if it were not, he would
not be a section hand. It is therefore unlikely
that he will be able to shift to some other oc-
cupation calling for a higher order of intelli-
gence. The only other courses left him are: to
do nothing; to make a living as an object of
semi-charity by selling papers or pencils; or to
find a position as a watchman, a janitor, a mes-
senger or a small shop-keeper, where his assets
will be reliability and honesty. The salesman
can continue to sell bonds at the same salary
as before his injury.
The principles underlying the difference in
compensation between the salesman and the sec-
tion hand are inherent to our whole social sys-
tem, where a man is penalized by poverty for
defects of intellect he is born with, through no
fault of his own. That we can change this
seems unlikely. It is a law of the natural
process of selection that the competent be re-
warded and the incompetent suffer. Modern at-
tempts to subvert this system by equalizing
competency and shiftlessness seem mistaken ef-
forts. It appears unjust, however, that a man
who, through no fault of his own, cannot change
his occupation to a self-sustaining one after
his injury, should suffer financially to a much
greater degree than the man whose intelligence
will permit him to shift from one occupation
to another with but little loss.
Two elements should enter into the rating of
the injured: first, the nature of the injury;
and second, the relation of the injury to the
man's previous occupation and education.
It is evident that the permanent rating of
each injury for each class of labor must be
made on the injury rather than on the sub-
*Read before the forty-ninth annual meeting of the Medical
Society, State of California, Santa Barbara, May, 1920.
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